located just at the site of the stenosis; any attempt for reconstruction may jeopardize continence. Anatomical studies have shown that the rhabdosphincter is separated from the membranous urethra by a sheath of connective tissue. We developed a novel technique performing a meticulous dissection of this sheath to separate the muscle from the urethral wall, thus performing an intra-sphincteric anastomosis without disturbing the sphincteric function METHODS: A 67 year old patient underwent a transvesical simple prostatectomy for BPH. He developed an early bulbo-membranous stenosis managed initially with repeated dilation until he went into complete retention needing a suprapubic tube. The bulbar urethra is exposed through a vertical perineal incision with splitting of the bulbo-spongiosum muscle and then separated from the corpus cavernosum. Opening of the perineal membrane and splitting of the intercrural space in the midline, provides access to the dorsal aspect of the bulbo-membranous junction. The bulb is then mobilized to the left side, without detachment from the perineal body and the bulbar vessels are retracted. The sheath of the membranous urethra is now opened circumferentially at the bulbo-membranous junction, carefully reflecting the circular muscle fibers of the external sphincter until exposure of the urethral wall is obtained and the connecting tissue plane is identified. Gentle blunt proximal dissection along this plane allows separating the muscle away from the urethra towards the prostatic apex until healthy urethra is found to perform the bulbo-prostatic anastomosis, which is completed with a standard parachute technique. Finally the sphincteric muscle ring is anchored to the anastomosis with interrupted absorbable stitches RESULTS: The patient was discharged on PO day 3 and the urethral catheter was removed at 3 weeks. He recovered normal continent micturition and is voiding symptoms free at 3 months of follow-up CONCLUSIONS: Excision and bulbo-prostatic anastomosis with sphincter sparing for bulbo-membranous stenosis after BPH surgery is feasible and safe. Our technique allows repairing the urethra preserving continence and to our knowledge it has not been described before. A larger series and reproduction in other centers are needed to validate this technique Source of Funding: none
INTRODUCTION AND OBJECTIVES: Surgical reconstruction of bulbomembranous urethral strictures following traumatic disruption of the pelvic ring requires careful assessment of both urethral edges, incision/ excision of scar tissue and a tension-free anastomosis. Revision surgery is complicated by further loss of urethral length and often requires certain maneuvers to straighten the course of the proximal urethra and bridge longer defects. These techniques, achieved via a transperineal approach, are demonstrated in this video. The outcomes of redo-BPA are presented.
METHODS: A 35 year old man developed stenosis of the bulbomembranous urethra associated with a pelvic fracture sustained during a fall from height. This recurred after anastomotic urethroplasty. During revision surgery the midline perineal incision was re-opened.The bulbar urethra was mobilised proximally off the central tendon up the point of obliteration and transected at this level. The proximal end was identified by means of a sound introduced suprapubically and spatulated. The scar tissue was excised until healthy mucosa was exposed. The distal end was mobilised and spatulated. The intercrural plane was developed, inferior wedge pubectomy performed and the urethra rerouted around the left crus of the penis to facilitate fashioning a tension-free anastomosis. Between January 2006 and December 2014, 117 patients with pelvic fracture-related urethral injuries were treated in our unit. 29 patients (24.8%) had previous attempts at repair (one attempt n¼24; two attempts n¼1; more than two previous repairs n¼4).
RESULTS: The procedures performed (in a stepwise fashion) were: anastomotic urethroplasty n¼10; corporal separation n¼4; wedge pubectomy n¼3; rerouting of the urethra n¼6. Abdomino-perineal exposure was necessary in 6 patients in order to carry out entero-urethroplasty or repair associated bladder neck injuries or fistulae. A successful outcome (unobstructed voiding with no evidence of radiological recurrence and no need for further surgery or instrumentation) was achieved in 22 patients (75.9%) compared to 85% in those having a primary procedure.
CONCLUSIONS: The best outcome after BPA is seen in previously un-operated patients and recurrences are more difficult to salvage. Revision surgery is technically challenging but is nonetheless feasible and associated with favourable outcomes in a specialised high-volume centre. METHODS: With the patient in lithotomy position, a midline incision is made from the penoscrotal junction to the posterior perineum. The bulbospongiosus muscle is identified and reflected off of the urethra. The urethra is mobilized posteriorly until the point of obstruction where it is then transected. With the proximal urethra and bladder neck visible, the stenosis is incised and the lumen dilated to size 14 Hegar. The urethra is trimmed and spatulated until healthy tissue is encountered. A Lowsley retractor is used to place a 22-Fr Foley as a suprapubic tube (SP) and a 22-Fr Red Robinson as the pull-through catheter. The pull-through catheter is then advanced into the urethra a length that is dependent on the length needed to span the area of stenosis into the bladder neck. The pullthrough catheter is secured to the urethra with chromic suture and is then used to bring the urethra up through the proximal urethra which is allowed to heal by secondary intention. The bulb muscle is then split and placed around the urethra to serve as a vascularized layer around the repair. A large AUS cuff is placed to facilitate subsequent AUS placement. After 4 weeks the SP and pull-through catheters are removed. 12 weeks after urethroplasty, an AUS is placed. We initially use a low pressure 51-60 reservoir and the system is activated 12 weeks after placement.
Source of
RESULTS: No high-grade intraoperative complications were observed. 16 patients maintained urethral patency with no further dilation and 17 patients were socially continent at a median follow-up of 22 months (6.6-105 months). A median of 1 sphincter revision surgery was required to establish social continence. 4 patients had recurrent stenosis. There were 4 AUS complications (2 infections and 2 erosions). Two of these patients subsequently had new devices placed and are continent at last follow-up. Two are pending AUS reimplantation.
CONCLUSIONS: The urethral pull-through combined with placement of an AUS offers patients urinary continence and durable urethral patency. Our technique can be highly beneficial in the patient that traditionally would have limited desirable options. . 197, No. 4S, Supplement, Friday, May 12, 2017 THE JOURNAL OF UROLOGY â e69
